We included a total of 218 patients (118 female and 100 male). Median age was 29.5 years old (y/o), although female patients were younger than men 27.5 vs. 30 y/o (p=0.04). We found higher OA prevalence of right knee 46.9 vs. left knee 34.3 (p=0.05) when we categorized by gender right knee in female had higher prevalence (58.5%) than men (36.7%) p=0.02. The most common mechanism of injury was forced valgus (57% male group, 50.6% female group). Body Mass Index was normal in both groups (24.2 female vs. 25.6 male p=0.12). Medial cartilage OA (medial femoral condile and medial tibial plate) had a higher prevalence than any other site in the knee; it was more obvious in the female (50%) than in male (35.5%) p= 0.05 (Table 1) . Medial meniscus injury was related to a higher knee OA prevalence than lateral did (p=0.02). Severity of OA was related to a greater time of evolution (>17 months), specially in the female group (p=0.002).
Purpose: Knee osteoarthritis (OA) is a frequent cause of disability around the world. During the last years, its undoubted public health impact has become more relevant as consequence of the aging population growth. Severe disability and pain lead these patients to knee joint replacement surgery. Different areas of residence imply distinct living and health care environments, and they may influence divergently the intensity of symptoms in knee OA. Very few studies have addressed this issue. We aimed to identify differences in functional status in patients with severe knee OA between rural and urban settings. Methods: Cross sectional study design involving 78 outpatients with endstage disease of knee OA from the San Cecilio Hospital and Primary health care centers of urban and rural areas of Granada province, Andalusia, Spain. Patients included were on waiting list for arthroplasty surgery due to knee OA diagnosis, with no more than 6 months on list, and aged 40 years or more. Patients excluded were those with inflammatory arthritis, previous knee arthroplasty, serious concomitant medical condition, any intra-articular injection -hyaluronic acid or corticosteroids -during the previous 2 months, lower limb biomechanical alteration not related to knee OA, and those not available by phone. Primary outcomes were the disease-specific WOMAC function and pain subscales. These and secondary outcomes were assessed in a face-to-face interview using a structured questionnaire.
Results: Disability and pain were significantly greater in rural patients compared to urban patients. After adjustment for socio-demographic variables (SV) -age, sex, education and income -the effect of living in rural area persists (p=0.001 for pain, p=0.002 for function). Furthermore, this effect persisted after additional adjustment for some health-related variables (HV) such as BMI, mental health, and co-morbidity (p=0.004 for pain, p=0.007 for function). Subsequently, the adjustment for SV and/or HV was done with and without inclusion of occupation. The negative effect of living in rural area disappeared when both SV and HV are adjusted for and if the model included agricultural occupation (p= 0.092 for pain, p= 0.059 for function). Conclusions: Differences were found in pain and function among rural and urban patients with end-stage knee OA, as measured by a disease-specific scale (WOMAC index). In fact, living in rural area rather than urban residence matters beyond socio-demographic differences. Agricultural occupation is the disparity point between the two contexts, when other health conditions are also taken into account (BMI, mental health and co-morbidity). It is necessary to focus on the quality of care and be sure that the rural population is not being under treated. Purpose: To compare the generic health-related quality of life (HRQL) instrument EuroQol-5D (EQ-5D) single index to the disease-specific instruments; Knee Injury and Osteoarthritis Outcome Score (KOOS), and the Western Ontario and McMaster Universities Osteoarthritis Index (WOMAC), regarding their ability to discriminate between diagnostic groups. Methods: A self-reported questionnaire about knee pain was sent to 10,000 subjects (responders 7,736) from the population-based Malmö Diet and Cancer cohort in Sweden. A random sample of 1,300 subjects with chronic knee pain (duration of at least one month in the last year), and a control group of 650 subjects, were invited to a clinical examination including x-ray of both knees, and measurement of HRQL (998 + 487 subjects underwent examination and x-ray). Subjects who fulfilled ACR criteria and/or had radiographic knee OA (ROA) were considered to have knee OA. The HRQL instruments included were; EQ-5D single index (according to the UK TTO value set), 4 subscales of KOOS, the Total score and 3 subscales of WOMAC (version 3.0). The different HRQL instrument's ability to discriminate between diagnostic groups was studied using analysis of variance. Furthermore, the number of subjects per group needed to discriminate between groups in a hypothetical repeat study (assuming multiple significance level 5% and multiple power 85% to detect differences equal to the lower bounds of 95% confidence intervals from the current study) was estimated for each HRQL instrument.
Results:
The subjects in the study were divided into 3 diagnostic groups; 1. OA (subjects with knee OA and chronic knee pain, n = 502), 2. Pain (subjects with chronic knee pain, but no knee OA, n=496), 3. Controls (subjects with neither chronic knee pain nor knee OA, n=421). The overall F-test and all pairwise differences between the 3 diagnostic groups were statistically significant (p<0.001) with all HRQL instruments. Based on the overall F-score, the different HRQL instruments and subscales were ranked regarding their ability to discriminate the diagnostic groups (see Table 1 ). For a hypothetical repeat study with the 3 diagnostic groups, the approximate number of subjects per group needed with the HRQL instruments are given in Table 2 . Conclusion: As judged from the present study, QoL(KOOS), Pain(KOOS), and Symptoms(KOOS) are the most powerful discriminators between the different diagnostic groups, and EQ-5D single index is the least powerful one. The results indicate that only 50-70 subjects are needed in a hypothetical repeat study when using KOOS and WOMAC discriminators as compared to 1,000 subjects for EQ-5D single index. Purpose: The value of qualitative research methods in the design and conduct of clinical trials is increasingly recognised. In this study we describe qualitative approaches embedded within a randomised controlled trial of anaesthesia regimens for patients with osteoarthritis receiving lower limb joint replacement (the 'APEX' trial). We explore the role that such methods have to play in improving design and conduct of trials. Methods: Patients with osteoarthritis and receiving total knee or hip joint replacement are eligible to take part in the APEX trial. This aims to include 600 participants recruited at a single site within the UK's NHS system. The trial design was informed by existing literature and our research to date on patients' experience of osteoarthritis and outcomes after joint replacement surgery. Within the APEX trial qualitative approaches are used to assess the acceptability of participation to patients and to advise on enhancement of the recruitment process. To examine the recruitment process we used a peer-listening approach. Research nurses audio-recorded recruitment interviews with potential trial participants. The audio-recordings were listened to by other members of the research nurse team. The nurses evaluated the recruitment interviews using a data extraction form and meetings to compare findings. In addition, qualitative interviews were conducted by an experienced researcher with a sub-sample of participating patients three weeks after their surgery. These in-depth interviews addressed trial participation, expectations and experiences of surgery, and pain management. Results: Process analysis of the inclusion of a peer-listening approach and qualitative research within the APEX trial shows that research nurses prefer to conduct their own peer-review of recruitment interviews rather than relying on external observers to do so. The process of peer-review improves consistency in recruitment and provides a structured forum through which to discuss how best to confirm equipoise, ensure informed consent and maximise participation in a trial. Qualitative interviews with patients who participated in the APEX trial provide evidence about the clarity of trial information packs, the acceptability of altered modes of anaesthesia during joint replacement surgery as well as significant detail and depth about pain and the hospital management of joint replacement surgery. Conclusions: Research into the process of clinical trials in osteoarthritis and other areas has begun to highlight the importance of qualitative research within the trial design stages. This study highlights the value of nurse-led 'peer' observation of recruitment interviews using audio-recording techniques as well as the value of ongoing inclusion of qualitative interviews with trial participants. Further research will explore the impact of these methods on patient acceptability of trials in treatment of osteoarthritis and ultimately potential improvements in levels of recruitment and retention within research studies.
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